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A 20-year-old woman presented with persistent hyper-
tension. Her blood pressure was found to be 170/110 mm Hg
during a routine health examination. Further workup
revealed serum potassium level 3.0 mEq/l, plasma renin
activity 22.8 ng/ml/h (normal 0.6–4.2 ng/ml/h), and aldoster-
one 0.96 ng/ml (normal 0.03–0.16 ng/ml). Her renal arteries
were patent on angiography. Abdominal magnetic resonance
imaging demonstrated a small area of T2 hyperintensity
in the middle portion of the left kidney, and contrast
enhancement in T1. Bilateral renal venous sampling showed a
renin lateralization ratio of 1:6 (left/right). Treatment for
her hypertension with three categories of agents (a-blocker,
angiotensin receptor blocker, and spironolactone) was
ineffective in controlling hypertension, and she developed
nausea and intermittent vomiting with worsening blood
pressure control. Histopathologic finding from computer
tomography–guided biopsy showed renal cortical tumor
composed of uniform polygonal cells with occasional
perinuclear halo, arranged in hemangiopericytic patterns
(Figure 1). The cells were all immunohistochemically positive
for actin and negative for cytokeratin and HMB-45,
compatible with juxtaglomerular cell tumor (Figure 2). She
underwent radiofrequency ablation of her renal tumor.
She no longer requires antihypertensive agents with normal-
ization of plasma renin activity and potassium level.
Juxtaglomerular cell tumor is renin secreting, resulting
in secondary hyperaldosteronism and hypokalemia. It
presents usually with severe hypertension, associated with
headache, nausea, and vomiting. Surgical intervention (open
or laparoscopic) may be curative; in high-risk patients,
radiofrequency ablation may be a less invasive alternative to
surgery.
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Figure 1 |Histopathologic examination of specimen showing
uniform polygonal cell with eosinophilic cytoplasm and
perinuclear halo.
Figure 2 | Immunohistochemical staining showing strong
positivity for actin.
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